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Learning Objectives

This chapter will review the most common
adverse events that happen in a psychiatric unit
and the safety measures that are needed to
decrease the risk of errors and adverse events.
The adverse events and errors that may happen in
a psychiatric unit are unique and will be exam-
ined in detail. This section will also highlight the
role of staff members and patients in preventing
or causing the error.

A section of this chapter will describe the
unique structural requirements that a psychiatric
unit needs for optimal patient safety. The role of
the doctors, nurses and staff to ensure safety will
be discussed in detail.
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20.1 Introduction

‘Patient safety’ refers to the prevention of harm,
errors and adverse events to patients receiving
healthcare. Despite the growing interest in patient
safety, its application to mental health context is
still largely unexplored [1]. Indeed, mental health
hospitals or units face unique patient safety
issues, such as those related to self-harm, suicide
and use of restraints/seclusion [1, 2].

The Institute of Medicine (US) categorizes
patient safety events as either adverse events or
medical errors [3]. An adverse event consists of
an incident that causes harm to the patient and
negatively affects the patient’s health and quality
of life, causing illness, injury, disability, suffering
or death, and negatively affecting his or her
social, physical or psychological structure [4]. A
medical error is basically consisting of any mis-
take which is made during the diagnosis and
treatment process [5].

The terms medical errors and adverse events
are often used interchangeably. Medical errors
can happen regardless of whether they lead to
adverse events or cause no harm to the patient.
Adverse events can be a consequence of a medi-
cal error but may well be also a result of appro-
priate care. For example, an event in which a
patient, who has been appropriately assessed for
not being at risk of a fall, accidentally trips and
falls resulting in a fractured hip would be consid-
ered an adverse event. On the contrary, when a
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person who has been assessed to be at risk of a
fall does not receive the prerequisite fall preven-
tion implements, and then the person falls, the
event is to be considered as a medical error even
if the individual does not experience any injury

[3].

20.2 Epidemiology of Adverse
Events in Patients Receiving

Mental Healthcare

Adverse events resulting from psychiatric condi-
tions are influenced by various clinical, social
and patient factors [3]. As for other disciplines,
adverse events during mental healthcare may be
described as unintended injuries caused by men-
tal health management, resulting in an increased
hospital stay or diminished function/disability at
the time of discharge. Severe adverse events
include those that result in the death of patients or
permanent disability [6]. A system for categoriz-
ing events is needed to understand the multitude
of factors leading to it [4]. Marcus et al. classified
adverse events into nondrug-related events and
medication-related events [3].

Nondrug adverse events include falls, assault,
sexual contact, self-harm and other injuries [3].

20.2.1 Nondrug-Related Adverse
Events

20.2.1.1 Falls

Falls in hospitals are common and can result
in conditions ranging from prolonged hospi-
talization to death [7]. Falls in psychiatric
units are more common than observed in many
other medico-surgical units [8], and falls in
geropsychiatric patients result in more severe
outcomes [9].

According to the National Database of
Nursing Quality Indicators, the rate of patient
falls in psychiatric units is in the range of 13-25
per 1000 patient days, compared with 4 per 1000
patient days in medico-surgical areas [8]. The
higher rate of falls in psychiatric inpatients is
likely influenced by side effects of psychotropic

medications, such as sedation, orthostatic hyper-
tension [10] and medication-induced parkinson-
ism [9]. Lavsa et al. reported that the significant
predictor of falls in the psychiatric population
includes Alzheimer’s disease, dementia, use of
drugs like alpha-blockers, non-benzodiazepines
sleep aids, benzodiazepines, H, blockers, lithium,
atypical and conventional antipsychotics, anti-
convulsants and mood stabilizers, laxatives, and
stool softeners [7]. Chan et al. found that adjust-
ment or change in psychotropic drugs is also one
of the major factors for falls in psychiatric units
[9]. Other risk factors include orthostasis, gait
instability, fluctuations in blood pressure and
physical limitations [10]. All patients undergoing
electroconvulsive therapy are assumed to be at a
higher fall risk thereafter [11].

20.2.1.2 Assault

Assault refers to forcible physical contact and
may include slapping, kicking, biting, punching
and pulling hair. The assault need not result in an
injury to be considered an adverse event. The
exception is when a patient assaults a staff mem-
ber, which is considered as an adverse event only
if the staff member sustains an injury. No assaul-
tive violence like the destruction of hospital
property is usually not regarded as a patient
safety event [3].

Studies have found that assaults, aggression or
violence from a patient to staff members is more
common than the same events directed towards
another patient. Staggs found that higher levels of
staffing by non-registered nurses resulted in
higher rates of injurious assaults, regardless of
who the victim (hospital personnel/other patients)
was. Higher levels of staffing by registered nurses
were associated with lower rates of injurious
assaults against patients and higher rates of inju-
rious assaults against hospital personnel [12]. A
research conducted in a Norwegian psychiatric
hospital showed that 100% of nurses had experi-
enced a violent assault during their career [13].

Violence may cause an emotional effect like
fear, anger, depression and sleeplessness on other
inpatients. It can also result in increased absen-
teeism of staff members and high staff turnover
[14]. Several negative variables that increase the
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risk for violence in mental hospitals have been
identified in the interaction between inpatients
and hospital staff [15] and multiple studies have
identified variables such as extended hospital
stay, previous episodes of aggression, and sub-
stance abuse, among the most significant predic-
tors of violence in mental health units [4, 15].

20.2.1.3 Sexual Contact

Sexual contact is always considered as a patient
safety adverse event when it is not voluntary.
However, even voluntary sexual intercourses
may be adverse events, given that patients admit-
ted to an inpatient unit are often cognitively
impaired and unable to give full consent. Also,
risks may arise from the possibility of getting/
transmitting a sexually transmitted disease and/or
of starting an unwanted pregnancy [3]. Sexual
contact includes touching directly or indirectly,
through the clothing, of the anus, breasts, genita-
lia, groin, buttocks and inner thigh. Sexual con-
tact does not include non-physical contact such
as sexual talk or non-sexual physical contact such
as a pat on the back, hugging or kissing on the
cheek greetings between a patient and a visitor,
and where a staff member was an unwanted
recipient of sexual contact from a patient [16].
Lawn and colleagues summarized a series of
studies reporting that a high percentage of
females experienced molestation or unwanted
sexual comments during their stay in a psychiat-
ric inpatient unit and that up to 56% of women
reported having been troubled by men, with 8%
stating that they had participated in sexual acts
against their will. The authors note that consent-
ing sexual activity on inpatient wards is a contro-
versial issue but point to the fact that it is relatively
common that inpatients have sexual intercourse.
As an example, they report that in a study at
Imperial College, 30% of the patients had
engaged in some form of sexual intercourse, a
percentage that was similar to the one (38%) that
was found in a survey of chronic patients in a
facility of British Columbia, Canada [17].

20.2.1.4 Self-Harm
Psychiatric illnesses such as anxiety, depression
and alcohol use disorders are well-known fac-

tors for self-harm [18]. Self-harm has been
described in many terms, including self-injury,
deliberate self-harm, self-mutilation, attempted
suicide or parasuicide [19]. People who self-
injure may be at an increased risk of suicide
[18]. Exceptions include suicidal ideations that
are not followed by actions to self-harm and
minor injuries without any bruises, swelling or
need for treatment [16].

A study conducted among acute inpatients
found that the most common method of self-harm
is ripping of the skin. The study also reported that
men would more likely use outwardly aggressive
methods to self-harm. Another study found out
that among the inpatients who engage in self-
harm episodes, women with no suicidal risk com-
prised the largest group. The chances of the
patient trying to re-engage in self-harm are high-
est in the first 2 years after the first episode of
self-harm, but the risk may persist over the next
few years [19].

Patients who self-harm often describe feelings
of upset, anger, loneliness, periods of inner ten-
sion, or feeling unreal, numbness or emptiness
inside. James et al. cited psychological distress as
the most common reason for self-harm. Studies
found that environmental restriction increased
the risk of self-harm. Other reasons for self-harm
include refusal of a request by staff, feeling of
being controlled by the staff, conflict with other
patients and disappointment with the doctor [20].

20.2.1.5 Other Nondrug Adverse
Events

These adverse events are usually caused by medi-
cal examination or treatment other than medica-
tions, such as electroconvulsive therapy [3]. The
events may include difficulty in breathing or
walking, seeing, hearing, or standing [16] and
often result in stopping the treatment and causing
functional impairments.

20.2.2 Drug Adverse Events

Adverse drug reaction (ADR) refers to the
response of a drug that results in unintended and
harmful consequences when the medication is
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given at doses that are typically used in humans
for diagnosis, prevention or modification of
physiological functions. These reactions result in
increased mortality, morbidity, cost of treatment
and non-adherence to treatment [21]. ADRs pose
a significant problem in the treatment of patients
with mental illness because these patients often
lack adequate insight into their condition and
treatment, and the ADR further complicates the
situation [23]. Weight gain, constipation and
tremors are among the most common ADRs that
have been reported [21].

ADRs in psychiatry units are common and
somewhat preventable. Rothschild et al. reported
that 13% of all ADRs were preventable and atypi-
cal antipsychotics accounted for 37% of reported
ADRs [22]. A study on the referrals of psychiat-
ric inpatients to general hospitals found out that
76% of transfers were because of neurological
reactions and 32% of transfers were because of
the use of more than one psychotropic drug [23].

Studies conducted in New England and
Kolkata, India, found that atypical antipsychotics
were responsible for the majority of the ADRs
reported in psychiatry units [21]. Thomas et al.
conducted a study that involved the analysis and
evaluation of ADRSs reported in a psychiatric hos-
pital for 3 years. The study found that the most
frequent drugs associated with ADRs were anti-
epileptics, cardiovascular agents and second-
generation antipsychotics. The study also found a
20.4% ADR preventability rate in the mental care
units, which is lower than the preventability rates
found in general inpatients and long-term facili-
ties [24].

20.3 Medical Errors
in Psychiatric Care

As in the general medical setting, medical errors
in psychiatric care lead to significant injuries, up
to death, as well as to an increase in the health-
care system costs.

Medical errors are classified into diagnostic
errors, preventive errors, treatment errors and
‘other errors’. Diagnostic failure includes failure
to diagnose, including failure to order a diagnos-

tic test. Preventive errors include failure in pre-
venting disease or in monitoring the disease
processes. Treatment errors include failure in
providing medical interventions. Other errors
include system error caused by a failure in the
operating system or defective medical
equipment.

The chain of events that leads to medical error
is complex, but factors that lead to errors can be
broadly classified as patient factors, provider fac-
tors and system factors.

(a) Patient Factors

Acute psychiatric symptoms such as
impulsive, homicidal, suicidal and poor-
judgement behaviour could result in either
mistakes or slips. Mistakes include inaccu-
rate treatment plans, whereas slips result
from the deviation from the action plan.
Psychiatric patients may not be able to accu-
rately report their symptoms to the physician,
which may delay treatment and complicate
the differential diagnosis of diseases. Violent
patients may induce distress and interfere
with the decision-making process. For
instance, even providers who are well knowl-
edgeable of the dosing guidelines may end
up administering excessive doses to these
patients [25].

(b) Provider Factors

Mental healthcare providers have a con-
siderable effect on patient safety [4].
Workplace stress and mental workload of the
staff may impact on patients’ safety and
treatment. Communication deficiency is a
commonly observed contributor to errors in
psychiatry units [26]. Factors that may affect
communication include fatigue, high staff
turnover, lack of experience and interper-
sonal conflict [4]. Decreased length of stay
by medical personnel in psychiatry units
could raise the chances of missing out on
crucial clinical information, such as medical
comorbidities, medication allergies or medi-
cation dosing errors. The fear of aggression
may result in an increased use of seclusion or
restraint, as well as in insufficient therapeutic
engagement [27].
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(c) System Factors

Non-clinical systems such as training pro-
grammes, human resources, manualized
admission and discharge processes are
beyond the individual control of care provid-
ers but are relevant to patient safety [4].
Various factors pertaining to the general
organization of mental healthcare delivery
may have a significant effect on patient safety
or lack thereof [4]. Institutional structures,
operations and processes may be strained
and vulnerable to errors [25].

Individuals with mental disorders are suscep-
tible to the same type of errors that are seen in the
general medical hospitals, such as diagnostic
error, preventive error, treatment error and other
errors.

(a) Diagnostic Errors
No biomarkers are available for the diag-
nosis of specific psychiatric conditions;
therefore, the practitioner has to rely on sub-
jective clinical assessment, to establish the
diagnosis of the illness [28]. Establishing a
diagnosis when adequate information about
the patient’s history is not available, espe-
cially of patients admitted on an emergency
basis, is challenging and poses several risks.
For instance, a missed diagnosis of bipolar
disorder may lead to prescribing treatment
with an antidepressant in mono therapy and
result in agitation, impulse dyscontrol or
manic switch.
(b) Preventive Errors
This type of error includes inadequate
monitoring of patients and failure to provide
prophylactic treatment. Inpatient psychiatric
settings with inadequate protection systems
such as locked wards and with a lack of ‘no-
sharps’ policies result in patient self-harm.
Failure to monitor patients with suicidal risk
may place patients in danger.
(¢) Treatment Errors
Treatment errors include errors in admin-
istering treatment and medications, improper
care and avoidable delays in initiating treat-
ment. Another error in treatment is over

sedation by handlers when the patient
becomes aggressive or violent. Improper use
of tranquillizers may over sedate patients
which may result in severe patient falls.
(d) Other Errors

Other frequent errors include poor com-
munication between patients, staff members
and physicians. Effective communication
between patients and service providers in
psychiatric units is essential to understand
patient history, conduct assessments and pro-
vide proper care [25].

20.3.1 Common Errors
and Dangerous Outcomes

A summary of the most common errors associ-
ated with treatment in a mental health setting, as
well as a review of their most dangerous out-
comes, is provided below, with special reference
to the errors that are associated with medication
treatment, restraint, seclusion, and suicide.

20.3.1.1 Medication Errors

Medication errors are associated with an increase
in morbidity and healthcare costs [29]. Medication
administration error (MAE) may be the most
commonly cited medication error in psychiatric
hospitals. MAEs refers to a deviation from the
instructions given by the psychiatrist, manufac-
turer and relevant institutional policies [26].
MAEs may occur due to failure in any of the five
rights (right patient, dose, route, time and medi-
cation). These errors may arise both from mis-
takes committed by the provider and from system
failures such as understaffing or inadequate pre-
scribing or administration procedures [30].

20.3.1.2 Restraint and Seclusion
Restraint and seclusion, ordered to prevent aggres-
sive patients from harming themselves, staff mem-
bers and other patients, are controversial practices
[4, 25]. They are perceived by some as an infringe-
ment of human rights and by others as unavoidable
last resource to maintain patient safety.

Restraint is categorized into environmental
constraint, physical/mechanical constraint and
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chemical constraint. Environmental restraint
(seclusion) refers to limiting the mobility of
patients to a specifically designed and securely
locked room. Physical/mechanical restraint refers
to the use of any technique to manually restrict
the free body movement of a person or any part
of the body. Mechanical restraint refers to the use
of appliances and devices like body vests,
multiple-point ligatures, blankets and bedside
rails to immobilize the patient. Chemical restraint
refers to the use of drugs to rapidly tranquillize or
sedate the patient. The drugs that are commonly
used for this practice include benzodiazepines
and antipsychotics [4].

Errors relating to restraint and seclusion pri-
marily result from the misuse of restraints or
holding techniques. Errors also result from fail-
ure in monitoring the patients from using sharp
objects or cigarette lighter to relieve themselves
from the restraint. Also, patients with comorbid
illnesses like asthma, cocaine intoxication, car-
diomyopathy, pulmonary hypertension or coro-
nary artery disease are at an increased risk of
sudden death by restraint devices. Failure in doc-
umenting and assessing these risk factors may
affect patient safety [25].

20.3.1.3 Suicide

Suicide is described as deliberate physical self-
harm leading to death [4]. Suicide attempts tend
to peak during early admission to psychiatric
institutes and soon after discharge [31]. As com-
pared to the genera; population, the risk of dying
by suicide while being admitted to a psychiatric
unit is much higher. An English study reported
that among the patients who died by suicide, 39%
were on agreed leave, 29% were absconding and
32% died in the ward [32]. Researchers have
demonstrated that despite using sophisticated
methods, it is impossible to predict suicide even
in high-risk patients completely [11].

The most common predictors of inpatient sui-
cide include a history of deliberate self-harm,
depressive symptoms upon admission, and a
diagnosis of schizophrenia [32]. The suicide inci-
dences in patients who are suffering from schizo-
phrenia are 10—13% [33]. The method of suicide
largely depends on the means that are available in

the wards and includes hanging, strangulation,
asphyxiation and cutting; among absconders the
methods include drowning, jumping from a
height, jumping in front of a vehicle and overdos-
ing [31]. A large-scale study reported no differ-
ence in the risk of suicide in patients admitted to
wards with and without doors [32]. However, the
variables involved in suicide risk are multiple and
there are situations in which an inpatient unit
with closed doors is safer than a unit with open
doors. Also, a closed unit avoids the need for
nurses to spend time watching the door as
opposed to talking and interacting with patients.
However, there are situations in which a closed
unit increases anxiety and agitation, over the
feeling of being trapped, which might increase
suicide risk. What is clear is that a poor assess-
ment of suicide risk level and inadequate moni-
toring of patients at risk of suicide invariably
leads to decreased safety [25].

20.3.2 Nondrug Medical Error

These include omitted, incorrect or delayed tests
or procedures. They also include issues such as
excessively low level of monitoring or observa-
tion, communication errors and failure to elimi-
nate environmental dangers [16]. The three main
categories of nondrug medical errors are errors
proximal to the elopement, errors proximal to
contraband and other errors [3].

20.3.2.1 Errors Contributing

to Elopement

Elopement is the unauthorized absence of a
patient from the psychiatric unit. Common rea-
sons for elopement include the feeling of being
trapped/confined, desire to use drugs or alcohol,
feeling to be cut off from family and friends,
boredom, being afraid of the other patients,
objection over taking medications and stigma
about being in a psychiatric unit. Involuntarily
admitted patients have a higher chance of eloping
from the psychiatric unit [34]. Elopement by
itself is not an error, but the use of unguarded
doors or windows may be considered as an error
which allows the patient to flee from the unit [3].
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20.3.2.2 Errors Contributing
to Contraband

Contrabands are potentially hazardous items pro-
hibited in the psychiatry unit. These include
rope-like items such as shoelaces, headphone
wires and belts; sharp objects such as scissors
and razors; matches and lighters, illegal drugs
and alcohol; plastic bags and balloons [16].
Detection of contraband is not an error, but a par-
tial search of the body and belongings of the
patients and visitors in the psychiatric unit is an
error [3].

20.3.2.3 Other Errors

These include any other error that occurs during
the hospitalization. Examples include performing
a wrong or undue test or procedure, not perform-
ing test or procedures that were ordered, or issues
such as administering food to a patient known to
be allergic to that specific food [3].

20.4 Safety Practices
and Implementation
Strategies

Inpatient psychiatric care is often necessary to
administer medications and procedures that can-
not be administered on an outpatient basis.
However, admission to an inpatient unit may also
be due to the need for other reasons, such as the
need to protect a patient from dangerous behav-
iours [16].

The most common strategies to reduce medi-
cal errors and adverse events and to provide a
safe and therapeutic environment for inpatient
psychiatric care are reported below.

20.4.1 Role of the Hospital
Environment in Patient Safety

The unique structure of psychiatric ward plays a
vital role in patient safety. Replacing the hazard-
ous things in the psychiatric ward with non-
hazardous materials may help in preventing the
harm caused by the patient to self or others [35].
Avoiding anchors for ligatures and materials used

for ligatures during construction or renovation of
a psychiatric unit may help to prevent many
adverse events [11]. Ligature anchor points are
protrusions capable of supporting body weight
for patients who hang themselves [31].

The most common ligature points are hooks
or handles, doors, curtain rods, closet clothing
rods, towel rods and sprinkler heads [31, 36].
The facility should be regularly inspected, given
that the bathroom, closet, bedroom, and a hidden
area of a unit are places where patients can self-
harm [11]. Doors should be removed from places
where not required. It has been reported that the
number of suicides following absconding from a
locked door was the same as those that occurred
in open wards [31]. Door hinges should be in the
continuous piano style from the top to the bot-
tom of the door, in an unbroken manner, to avoid
that patients to tie the cord to the hinge [36].
Wardrobe cabinets should not have doors, and
hangers and rods should be replaced with
shelves.

Exposed utility pipes should be covered. Fire
safety sprinklers and showerheads should have a
flush-mounted design. Shower curtain rods
should be removed or designed such that they
break away even when a least-heavy patient tries
to commit suicide. Shower controls, sink faucets
and handles should be such that they will not sup-
port a cord. A rounded design can be incorpo-
rated. Plastic or unbreakable windows and
mirrors should be used throughout the unit.
Dining utensils should not be able to cause self-
injury or to others. The dishes should also be
unbreakable.

Patients can also use structures close to the
floor for asphyxiation. Fixtures close to the floor
should have a design such that they do not sup-
port a strangulation device. Items that can be
used by patients for strangulation or hanging
should be avoided inside the unit. These items
include handkerchiefs, ties, belts, drawstring
belts and shoelaces. Because patients can also
use straps associated with bras for strangulation,
it is necessary to assess women patients who are
at a high risk of suicide and consideration should
be made whether such women should be allowed
to wear a bra [36].
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The use of latest technology for safety, secu-
rity and medicine administration helps in the
safety of patients. The use of security system
helps the patients feel well protected and protects
them from unwanted visitors, robbery and access
to alcohol and drugs [35].

20.4.2 Role of Organizational
Management in Patient Safety

Organizational management plays a major role
in patient safety [37]. The time spent by hospi-
tal managers and board of directors to visit
and inspect the inpatients units positively
influence safety performance [38]. Leadership
comprises three areas: availability, experience
and understanding patient safety plan. The
role of leadership is to enhance learning, team-
work, feedback and improvement in individual
worker’s safety behaviour. They provide sup-
port for the staff and help in creating a good
working environment. Also, if any adverse
event occurs, they act as a support system for
the staff [37].

20.4.3 Role of Staff in Patient Safety

Nurses play an important role in patient safety,
especially in inpatient psychiatric wards [37].
According to a study conducted by Ajalli et al.,
the role of nurses is defined in two terms, ‘close
observing’ and ‘vigilant care’ [39]. The head
nurse plays an important role in encouraging
patient safety culture among other nursing staff.
The head nurse should do the following: commu-
nicate effectively, contribute to leadership, main-
tain a positive culture and provide patient-centred
care. The presence of nurses with experience in
dealing with psychiatric patients is strongly con-
nected to the high quality of patient care and to
better outcomes [35].

The staff members should possess skills to
help with the disorders that are being treated in
the unit, and skills to help patients with self-care.
They should be able to provide reassurance, and
basic information and knowledge about the ill-

ness, the treatment and its administration proce-
dures. Also, they should be able to identify and
address trauma-related needs [37].

Staff load is also a concern in patient safety.
The number of patients is assigned to each nurse
and staff member depending up on many factors
which include the experience and qualification of
the staff and patient’s condition. Nurses who lack
experience in dealing with patients with mental
illnesses negatively impact the quality of care
provided and this should be accounted for when
the number of persons allocated to a shift is
decided. Also, patients that are better stabilized
should preferably be assigned to the nurses with
less experience [35].

Staff safety, health and well-being are impor-
tant in dealing with psychiatric patients [35, 37].
Hospital administration should take care that
staff do not suffer from stress, fatigue or distrac-
tion from work. Staff members should have a
healthy state of mind to be able to help patients
experiencing an acute mental disease.

Staff members need to have good communica-
tion skills (written and verbal) to understand the
patient’s condition and minimize errors. Failure
in communication is a known source for adverse
events. Appropriate communication is also
important during the transfer of a patient as an
error in transferring the medical and psychiatric
history may lead to serious adverse events.
Communication also helps patients to seek help
and safety when they feel a threat [37].

20.4.4 Role of the Patient in Patient
Safety Practices

Involving patients in safety issues is key to reduc-
ing risks and preventing errors [37]. Establishing
a safe nurse—patient environment is important for
effective patient care, and helps to better under-
stand the patient’s needs [35, 37]. Whenever pos-
sible, patient’s preference should be considered
so that the decision made aligns with the patient’s
values. Patient’s health condition and personality
also play an important role because it influences
communication and interest to become involved
in the care [37].
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Research has found that inpatients are active
in making their environment safer for themselves
by avoiding excessive interactions with risky
individuals or situations, by contributing to de-
escalating potential risky situations, and seeking
surveillance or other safety interventions from
staff. These findings underline the importance of
fully involving patients in safety initiatives [4].

20.5 Conclusion

Several adverse events and medical errors are
unique to inpatient psychiatric care. Several
safety measures are able to decrease the risk of
errors and adverse events. The most important
strategies to improve safety in mental health
facilities include an appropriate consideration of
the structural requirements that a psychiatric unit
needs to have in place to ensure the optimal
patient safety. Also, administrators, doctors,
nurses and staff play a proactive role to ensure
safety. Whenever possible, patients themselves
should be involved in procedures able to increase
their safety.

20.6 Case Studies

The case examples below are fictitious and for
didactic purposes only

20.6.1 Case Example 1

Mr. Mario, a 40-year-old man, was admitted to
the emergency room, accompanied by his par-
ents, for his ‘strange and anomalous’ behaviour
in the last days. He lived with his parents and is
their only child. He unemployed and had no sen-
timental ties.

Family members traced the onset of his symp-
toms when he was approximately 20 years old.
At the time, Mario was a university student and
began to manifest the bizarre symptoms and
behaviours. He reduced the time spent in class
and the relationships with his peers. He spent
most of his time isolated in his room. He slept

through the entire day and stayed awake at night.
After a few months, the situation worsened, and
he stopped communicating with everyone,
including his parents, appeared confused,
anguished and disturbed. He neglected basic
needs such as personal hygiene and eating. One
day he barricaded himself in his room, refusing
to leave because he was convinced that the mafia
had spies and cameras all over his life. His par-
ents took him to a hospital, where an antipsy-
chotic drug therapy was started, and a diagnosis
of paranoid schizophrenia was made at discharge
after a few days in the inpatient unit. Over the
years, he was relatively stable, but his insight
remained limited and his parents had to con-
stantly convince him taking the prescribed
treatment.

Six months ago, Mario’s mother was diag-
nosed with breast cancer. She was initially hospi-
talized to undergo mastectomy and later received
chemotherapy. This situation resulted in the
reduced presence of parents at home and
decreased her support in Mario’s everyday life.
Mario stopped his medication without informing
neither the parents nor the reference psychiatrist.
Persecutory delusions reappeared; he spent all
his time locked in his room, had no relationship
with anyone, remained naked in the dark and
neglected his basic needs.

Mario was admitted to inpatient care and re-
started being treated with an antipsychotic. In the
following days, he improved and went gradually
towards remission. His parents visited and spend
time with him every day. After 5 days, however,
the mother was hospitalized because of a severe
infection and could no longer visit her son. Mario
did not verbalize his concern for his mother’s
health but refused to talk and was apathetic. He
was no longer a participant in the activities of the
psychiatry unit and began to show indifference to
everything and everyone, including his father
who visited him regularly.

One night, when the health workers were busy
to admit two new patients in the psychiatry
department, Mario managed to steal the belt of a
newly arrived patient and tried to hang himself in
the shower of his room. Fortunately, the patient
with whom he shared the room noticed what was
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happening and promptly warned the nurses who
intervened and saved Mario’s life.

20.6.1.1 Discussion

This case outlines that the level of stability and
the required level of care may quickly change
during the periods of inpatient admission. It is a
reminder for the need to talk to the patients,
check their suicidal ideation and constantly mon-
itor their level of stability. Also, it reminds us
about the need to not decrease the level of atten-
tion on the other patients when new patients are
admitted to the inpatient unit. Finally, it reminds
us of the key role of other patients in increasing
their and other patients’ level of safety.

20.6.2 Case Example 2

Ms. Alice was a patient admitted to the geriatric
psychiatric unit because of a severe major depres-
sive episode.

She is 78 years old. Her married daughter
lived in another city. She suffered from arterial
hypertension that was being treated pharmaco-
logically with ACE inhibitor (ramipril 5 mg/day).
She was also taking an oral opioid analgesic (tra-
madol 200 mg/day), for the past 2 months, to
cope with severe pain and functional limitation of
the right knee associated with medial femoral-
tibial gonarthrosis. After her husband passed
away 3 months ago, Ms. Alice did not sleep well
at night and did not eat much. She preferred stay-
ing in bed most of the day and no longer seemed
interested in any of her usual daily activities. Two
weeks earlier, a general practitioner prescribed
her antidepressant therapy with sertraline, which
was started at 50 mg/day but did not lead to any
improvement in her symptoms.

Upon admission, her sertraline was increased
to 100 mg/day.

Five days after, she started to present with
tremors, increased sweating, confusion, hyperpy-
rexia (39 °C), tachycardia, arterial pressure of
170/80 mmHg and respiratory rate of 30 acts/
min. She also presented with chills, diarrhoea,
vomiting, mydriasis and marked neuromuscular
hyperactivity (more prominent in the lower

extremities) with tremor plus hyperreflexia,
hypertonia and muscle stiffness, myoclonus,
spontaneous clonus and plantar extensor
responses.

Based on history taking, laboratory and physi-
cal examination, Alice was diagnosed with sero-
tonin syndrome. Treatment with tramadol and
sertraline were stopped, and the patient was
hydrated with intravenous fluids. The mental
state of the patient improved within 24 h.

The hospital regime diagnostic-instrumental
investigations excluded the presence of other
organic pathologies of a neurological, infective
or metabolic nature.

Upon discussion of the case, it turned out that
the staff members had noticed—since her first
day of admission—that she had sweating, hyper-
tonia and tremors while drying her off after the
daily shower. However, they did not report this
finding to the attending nurses and physician.

20.6.2.1 Discussion

It is imperative to pay attention when a patient is
taking a selective serotonin reuptake inhibitors
(SSRIs), tramadol, in addition to a CYP2D6
inhibitor. These isoenzymes are involved in
extensive metabolism of SSRIs in the liver. The
CYP2D6 system, one of the key enzymes
involved in adverse drug reactions, has a high
degree of genetic polymorphism. Studies cite that
7% of white patients lack the capacity to metabo-
lize drugs by CYP2D6 enzyme. Consequently,
the serum levels of tramadol would be higher;
and such patients would be at an increased risk
for serotonin syndrome if a second serotonergic
agent is added to the pharmacological protocol.
The attending physician who admitted the patient
likely made an error in continuing the medica-
tions that the patient was taking at home. The
attending physician in the unit likely made an
error in increasing the dose of sertraline, without
considering the interaction with tramadol and
without carefully examining the patient for
symptoms of the serotonin syndrome. The staff
members that noticed her tremor, sweating and
hypertonia likely made an error in not communi-
cating the above to the nurses and psychiatrists. A
careful evaluation of the interactions of the medi-
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cations that are prescribed in combination, a thor-
ough physical exam conducted before and after
raising the dose of sertraline, and a more appro-
priate communication to the nurses and physician
of the observations from staff members could
have prevented the onset of a potentially fatal
event.
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